Objective We sought to examine communication between counselors and caregivers of adolescents with obesity to determine what types of counselor behaviors increased caregivers' motivational statements regarding supporting their child's weight loss. Methods We coded 20-min Motivational Interviewing sessions with 37 caregivers of African American 12-16-year-olds using the Minority Youth Sequential Coding for Observing Process Exchanges. We used sequential analysis to determine which counselor communication codes predicted caregiver motivational statements. Results Counselors' questions to elicit motivational statements and emphasis on autonomy increased the likelihood of both caregiver change talk and commitment language statements. Counselors' reflections of change talk predicted further change talk, and reflections of commitment language predicted more commitment language. Conclusions When working to increase motivation among caregivers of adolescents with overweight or obesity, providers should strive to reflect motivational statements, ask questions to elicit motivational statements, and emphasize caregivers' autonomy.
samples, suggests that a key intervention component is active parental involvement. For example, Xanthopoulos et al. (2013) recently engaged adolescents' caregivers in the intervention by teaching them methods to support their teens' weight loss, although parental weight loss was not specifically an intervention target. The authors found that when the caregivers lost more weight, their adolescents correspondingly also lost more weight. Ellis et al. (2010) examined the effects of home-based family therapy for African American adolescents with obesity. Compared with participants in a clinic-based intervention (control group) over the same period, adolescents in the multisystemic therapy group reported more family encouragement for dietary changes and family participation in exercise, and less family discouragement of healthy eating, at the 7-month follow-up. In turn, adolescents whose family support for exercise increased over time had lower BMI at treatment completion. In a qualitative analysis of the same study, Idalski Carcone et al. (2011) found that although all families faced numerous obstacles, families who successfully lost weight during treatment indicated stronger motivation for treatment engagement and were better able to collaborate with their therapist to complete treatment tasks. Alternatively, families that ended treatment early and without weight loss involved parents who indicated lower motivation and more barriers to weight loss.
Thus, caregiver motivation is critical as pediatric guidelines (e.g., Barlow & the Expert Committee, 2007) and empirical research (e.g., Brogan et al., 2012; Ellis, Berio, Idalski Carcone, & Naar-King, 2012; Kitzman-Ulrich et al., 2009) recommend that the parent not only participate in treatment but also engage in behavioral changes themselves. For example, parents may need to monitor their child's portion sizes and change the food environment within the home (Dietz & Robinson, 2005) . Making these behavioral changes often requires high levels of motivation because they may be perceived as aversive or difficult. Ellis et al. (2012) demonstrated the importance of parental motivation for behavioral change in a study of adolescents with diabetes and their caregivers. As with improving the health of a child with obesity, parents need to make changes in their habits and environments to improve the health of their child with diabetes. In a path analysis model, the higher the parents' motivation for supporting their teen and making changes themselves at the start of the study, the stronger the therapeutic alliance during the intervention, and in turn, the better the adolescents' metabolic control at the end of treatment. Ellis et al. also highlights that parental motivation for behavior change may involve both motivation to change their own behaviors (e.g., buying and preparing different groceries for the family) as well as motivation to support their child as the adolescent makes behavioral changes (e.g., encouragement for increasing physical activity) and to acknowledge their child's motivation for changing her or his behavior.
Motivational Interviewing (MI) is a communication approach for clinicians, providers, and interventionists to collaborate with an adult (Miller & Rollnick, 2013) or adolescent (Naar-King & Suarez, 2011) to guide and strengthen the person's intrinsic motivation to change. MI began in the substance misuse field, but has been successfully implemented-either alone or in combination with other treatment approaches-in weight-loss skills building with adults and adolescents (Armstrong et al., 2011; Brennan, Walkley, Fraser, Greenway, & Wilks, 2008; MacDonell, Brogan, Naar-King, Ellis, & Marshall, 2012) and is recommended for pediatric obesity interventions (Barlow & Expert Committee, 2007) . The spirit of MI involves (1) a partnership between the provider and patient, (2) the provider's acceptance of the patient and their sense of autonomy, self-directing freedom, and decisionmaking independence, (3) the provider's compassion for the patient, and (4) the provider's use of evocation to elicit patient's verbal statements about behavior change rather than imparting unsolicited advice (Miller & Rollnick, 2013) .
When the patient-be it adult, or adult caregiver, or adolescent-uses her or his own words to argue in favor of change (i.e., engages in "change talk") rather than against change (i.e., "counter-change talk" or "sustain talk"), their assertions help convince themselves of the desire to make such change (Moyers et al., 2007) . Within an intervention session, client change talk broadly, and one key subcategory of change talk that describes patients' intentions and plans for change-"commitment language" (Amrhein, Miller, Yahne, Palmer, & Fulcher, 2003) in particular-have been shown to directly lead to actual substance use behavior change (Apodaca & Longabaugh, 2009; Moyers, Martin, Houck, Christopher, & Tonigan, 2009; Walker, Stephens, Rowland, & Roffman, 2009 ). For example, Moyers et al. (2009) demonstrated that counselors' behaviors consistent with MI (e.g., asking open questions, reflecting earlier change talk) were associated with client change talk, at the session and utterance levels. Change talk was associated with reduced alcohol consumption, and counselors' speech had a significant indirect effect on drinking behaviors. Thus, determining the provider behaviors that lead to increased change talk and commitment language and those that diminish counter change talk have important implications for clinical encounters. In the obesity interventions domain, although there is solid evidence for MI interventions leading to weight loss in adults (Armstrong et al., 2011), we are not aware of research demonstrating the causal chain of providers' MI behaviors leading to patient change talk and commitment language (and further, leading to weight reductions).
Sequential analysis is a quantitative method of examining within-session causal effects of one person's behavior on another's (Bakeman & Quera, 1997 . Sequential analysis methods have been applied in studies of patient-provider communication, parent-child interactions, and alcohol use and aggression (e.g., Martin, Chorney, Cohen, & Kain, 2013; Parrott, Gallagher, Vincent, & Bakeman, 2010; Ramey, Tarulli, Frijters, & Fisher, 2009 ). Sequential analyses have been also used in some previous MI research: four studies that examined relationships between counselors and clients with alcohol or other substance use problems (Apodaca et al., 2016; Gaume, Bertholet, Faouzi, Gmel, & Daeppen, 2010; McCambridge, Day, Thomas, & Strang, 2011; Moyers et al., 2009) , and one study that investigated relationships between counselors and adolescents with obesity (Idalski Carcone et al., 2013) . For example, Idalski Carcone et al.
found that asking open-ended questions to elicit change talk and emphasizing adolescents' autonomy most often led to change talk in favor of weight loss, and asking open-ended questions to elicit commitment language, reflecting commitment language, and emphasizing autonomy most often led to commitment language.
Further, although the literature on MI and adolescent behavior change is growing (Cushing, Jensen, Miller, & Leffingwell, 2014; Jensen et al., 2011; Sussman, Sun, & Dent, 2006) , we are not aware of any studies that have examined what types of counselor's behaviors predict caregivers' motivational statements in the context of adolescent weight loss, despite the important role of caregivers in adolescent weight-loss interventions. This research is critical not only to promote caregiver motivation about their own behavior change in support of their teen, but also to allow evidence-based tailoring of MI training for weight-loss providers working with parents.
Current Study
The purpose of the current study is to empirically determine whether communication strategies endorsed by MI lead to motivational statements-change talk and commitment language in favor of behavior change to support their child's weight loss-from caregivers of adolescents with obesity (Miller & Rollnick, 2013) . This is one of the first studies to examine how specific types of provider communications-rather than a broad index of MI-consistent behaviors grouped together (e.g., Moyers et al., 2009 )-lead to caregiver change talk and commitment language statements (also separately). This study is also novel in its focus on caregivers of African American adolescents who have obesity. Whereas the usual "patient" in patientprovider communication studies is the patient himself/ herself, this study extends the literature to the caregivers as well. The rationale for studying parental motivation for behavior change is that pediatric guidelines suggest including parents in adolescents' weight-loss recommendations; thus, parents need to make changes themselves and support their teens' changes. Provider communication can be a critical predictor of increasing clients' motivation for change, which sets the stage for making changes; thus, determining which communication behaviors elicit or increase motivational statements are essential.
In the current study, we used sequential analysis to examine predictive linkages from counselor utterances to caregiver utterances to determine which provider communication behaviors increase parents' statements of motivation to change. Guided by previous research primarily in the substance use literature and the spirit of MI, we hypothesized that (1) counselors' use of reflections of change talk and open questions to elicit change talk would lead to caregivers' change talk; (2) counselors' use of reflections of commitment language and open questions to elicit commitment language would lead to caregivers' commitment language; and (3) emphasizing caregivers' autonomy would lead to change talk and commitment language.
Method

Participants
Participants were 37 caregivers of obese (BMI: M ¼ 38.51, SD ¼ 8.33) African American adolescents aged 12-16 years completing a single MI session with a weight-loss counselor. Forty families completed the study; however, three families' data were not analyzed in the current study because two caregivers accompanied their teen, and the coding manual did not account for triadic interactions. All caregivers were African American, 89% of caregivers were the biological mothers of the adolescents, and 95% of caregivers were overweight or obese themselves (caregivers BMI: M ¼ 40.09, SD ¼ 10.24). Caregivers' yearly income varied from <$1,000 to the $50,000-74,999 range; median income was $16,000-21,999. Nearly twothirds (62%) of caregivers had completed at least one year of college, and 68% were part of two-parent households.
Families were recruited from adolescent medicine and pediatrics clinics at the children's hospital affiliated with the research team's university, and a small number of families were recruited from community sites such as health fairs and school clinics. Clinicians or research nurses introduced the study to potential families by stating that there is a program being offered with the university for teens in the clinic who are at risk for health issues related to weight. Adolescents were required to (1) have BMI > 30 or BMI 95 th percentile, (2) self-identify as African American, and (3) be of the age-group 12.0-17.0 years. Adolescents were excluded if they met any of the following criteria: (1) obesity secondary to medication for another disorder (e.g., steroids, antipsychotics), (2) comorbid medical condition precluding participation in normal exercise, (3) pregnancy or medical condition in which weight loss is contraindicated, (4) comorbid thought disorder (e.g., schizophrenia, autism), (5) moderate or severe mental retardation, or (6) psychosis or current suicidality. Additional information regarding recruitment, inclusion and exclusion criteria, and adolescents' demographic information can be found elsewhere (Idalski Carcone et al., 2013) . Caregivers provided informed consent and the adolescents provided assent; all aspects of the study were approved by the university's institutional review board. Families were given $25 compensation for their time.
Procedure
We adapted a four-session intervention protocol that was successful in improving African American adolescents' weight-related behaviors (MacDonell, Ellis, Naar-King, & Cunningham, 2010) into a single 60-min MI intervention session scheduled as 20 min for the counselor and adolescent to talk alone, 20 min for the counselor and caregiver to talk alone, and then 20 min for the three to talk together. Three counselors-a PHD clinical psychologist, a PHD dietician, and an MA psychologist-delivered the intervention. All three were highly trained in MI, and two were members of the MI Network of Trainers at the time of intervention delivery. We examined the counselorcaregiver interaction in the current analyses; the counselor-adolescent interaction results are described elsewhere (Idalski Carcone et al., 2013) . Caregivers and counselors discussed the caregivers' motivations for supporting her or his adolescent's own weight-loss goals, and each caregiver developed a goal statement and change plan to support his/her teen as the teen works toward achieving her or his weight-loss goals. Counselor-caregiver sessions lasted just over the expected 20 min (M ¼ 21.54 min, SD ¼ 8.40, range ¼ 10.26-51.46 min).
Sessions were video-recorded using a state-of-theart system involving simultaneous digital recording of both the counselor and caregiver, and thus allowing simultaneous-split screen play back showing both people on a single monitor (Albrecht et al., 2005) . The wide-angle high-resolution cameras were unobtrusively housed in custom enclosures on the walls of the intervention room. External microphones recorded the audio. Audio and video were remotely monitored and controlled in real time in a private, secure location. A professional transcription company transcribed the audio, and coding was completed on the transcripts while the coders watched the session video. Coders listened to the audio so that they could discern tone and inflections that may not have been reflected in the transcript.
Session Coding Development and Procedure
We described the development and coding procedures in detail elsewhere (Idalski Carconce et al., 2013) . In brief, our interdisciplinary team adapted the original Motivational Interviewing Sequential Code for Observing Process Exchanges (Martin, Moyers, Houck, Christopher, & Miller, 2005) for African American adolescents and their caregivers, intervention targets (e.g., nutrition, physical activity, obesity, and weight loss), and previously unexamined counselor communication behaviors (e.g., eliciting feedback and emphasizing autonomy). We then applied our adaptation, the Minority Youth Sequential Coding for Observing Process Exchanges (MY-SCOPE; Idalski Carconce et al., 2013) , to 10 of the MI sessions.
The coding system included 36 caregiver codes and 48 counselor codes. Caregiver codes initially included a three-level strength and valence assessment of change talk, commitment language, and ambivalence statements about the caregiver's own motivation and their reports of their child's motivation (total of 30 codes); blunting (i.e., statements that end topic development); and uptake (five codes; statements that allow the conversation to continue, but may or may not develop the conversation). Counselor codes initially included 15 reflection codes (i.e., reflect positive and negative change talk and commitment language regarding the caregiver or teen; reflect discrepancy, positive and negative nonverbal behavior, ambivalence, barrier, or other; and action reflection); 21 open and closed questions codes (both forms to elicit positive and negative change talk and commitment language regarding the caregiver or the teen; or regarding barriers, other target behaviors, or other questions); 2 information provision codes (positive and negative), 2 affirmation codes (general and low level); and 1 code for each of the following: structure session, emphasize autonomy, elicit feedback, support, summary, selfdisclose, and other.
Two coders each coded one session weekly (including both the caregiver-counselor time and the teencounselor time), and then the team discussed all coding discrepancies and concurrently revised the MY-SCOPE manual. After 10 weeks, the two coders coded five sessions and achieved good interrater reliability (Cohen's j ¼ .778 across all behaviors). For the full data set, one coder coded all sessions, and the second coded 1 of every five to continually assess interrater reliability. Our team met monthly, and the coders completed one booster training session to improve reliability. Overall, seven sessions were coded by both coders (j ¼ .696). Tables I and II show the final five categories of caregiver utterances (Table I ) and 10 categories of counselor utterances (Table II) used for analyses. Codes were collapsed or excluded for several reasons. First, caregivers' statements of their adolescent's weightrelated motivations (e.g., She wants to lose weight) (and counselor statements specifically referencing the teen's behaviors, e.g., Why does your son like French fries?) were excluded from the analysis to focus solely on the caregivers' motivation for their own behavior change (e.g., It is important for me to buy more fruits and vegetables). Thus caregiver motivational statements-change talk and commitment languagereferenced their own behavior change regarding supporting their teen's weight loss. Second, one statistical assumption is that the expected frequency of each cell in the transition matrix is at least 5. This assumption led to the collapsing across the strength of the motivational statements. This also led to collapsing across theoretically similar constructs (e.g., combing counselor open and closed questions to elicit change talk or commitment language). Tables I and II We analyzed the data using a sequential analysis approach (Bakeman & Quera, 1997; because we wanted to examine the predictive effects of counselors' communication behaviors on caregivers' motivational statements. We used the Generalized Sequential Querier (http://www2.gsu.edu/psyrab/ gseq/) to generate sequential statistics. The primary test statistic is v 2 that determines whether the observed transition probability matrix is significantly different from chance. A transition probability is a conditional probability relating the state of a system (i.e., an intervention session) at one time (t1; i.e., a counselor communication) to its state at another time (t2; i.e., a caregiver communication). The difference between the two time points is called the lag. We examined the matrix at lag 1, which corresponds to the caregiver statements immediately following a given counselor statement. A chi-square test compares the computed matrix to an expected probability matrix; a significant v 2 indicates that the t1 and t2 communications (i.e., the counselors' and caregivers' communications) are related. To determine which counselor communications elicited the targeted caregiver communications at a rate more or less likely than chance, we examined the cells' adjusted residuals and their associated probabilities. The adjusted residuals, computed as the observed frequency minus expected frequency and divided by the standard error, are thus interpreted as z values, and so, the probability associated with a given residual is considered a p value (Bakeman & Quera, 2011) . Embedded within the quantitative results that follow, we also present illustrative examples of exchanges between the counselor and caregiver.
Data Analytic Plan
Results Table III shows the transition frequencies and probabilities of counselor and caregiver communication behaviors. Counselor communications are considered t1 events, and are thus presented in rows. As consequent t2 events, the caregiver communications are presented in columns. The frequency of each counselor-caregiver utterance pair is presented in the upper row for each counselor utterance type, and the associated probability is presented in the lower row. In the upper row for each counselor category, a given cell reflects the number of times a counselor communication elicited (i.e., immediately preceded) a caregiver communication. In the lower row of each counselor category, the transition probabilities can be interpreted as the percent of time a given caregiver communication behavior was made immediately following the given counselor communication. Because each row set .780
Information A communication strategy of advice, suggestion, possible solutions or actions, feedback, concern, or educational material "Yeah, and so this is basically saying that for three days a week, it should be an hour of high intensity."
.824
Other statements An utterance eliciting feedback, offering support, self-disclosure, or of some other form besides a strategy or reflection "You're being pulled in a million directions"
.653
represents all counselor utterances immediately followed by a caregiver utterance, the lower rows (i.e., the transition probability rows) sum to 1.00 (i.e., 100% of the time). There were a total of 2,073 counselor-to-caregiver communication sequences analyzed, with an average of 53.03 sequences included per session (SD ¼ 19.99, . The chisquare difference test of the transitional probability matrix was significant, v 2 (df ¼ 36) ¼ 264.18, p < .01, implying that counselor and caregiver communication behaviors were significantly associated.
Provider Behaviors Predicting Caregiver Motivational Statements
In support of Hypothesis 1, caregiver change talk was significantly more likely to follow counselor's reflections of change talk (p < .001) and questions phrased to elicit change talk or commitment language (p < .001). For example, in one intervention session, the caregiver and provider discussed some positive changes that the family had previously made, but which had faded over time.
Counselor (C): What's slipped that you want to get back to? Caregiver (CG): I would like to plan our meals better.
In support of Hypothesis 2, when counselors reflected commitment language (p < .001) or asked questions eliciting change talk or commitment language (p < .001), caregivers were more likely to respond with more commitment language statements. The following exchange demonstrates how the counselor's use of reflections of commitment language and questions to elicit commitment language while developing a written support plan broadened the conversation from improving nutrition in the home to also increasing physical activity together.
C: Okay, so your plan to support your team is to, what, you mentioned keep doing what you're doing with the fruits and vegetables. CG: Right. C: So keep the fruits, I'll just write fruits, vegetables, and grilling. CG: Right. C: Vegetables and grilling. What else did you, were you going to do to support her? CG: We're going to take more walks together. C: Take more walks, okay. Anything else? CG: And we actually going to read the cans and stuff a lot more.
In support of Hypothesis 3, when providers acknowledged and emphasized caregivers' autonomy to make decisions, caregivers also often responded with motivational statements, both change talk (p ¼ .026) and commitment language (p ¼ .028). For example, in the following exchange, the counselor acknowledged the caregiver's role as expert and asked Notes. For each counselor utterance, the top row indicates the frequency and the bottom row indicates the probability of each type of counselor utterance followed by each type of caregiver utterance. CT ¼ change talk; CML ¼ commitment language; CCT ¼ counter-change talk.
*Significantly less likely than by chance, p < .05. † Significantly more likely than by chance, p < .05.
the caregiver to set her own course for helping her daughter reach her goals.
C: It's really up to you. OK. What's the first thing you want to do when you leave here today to kind of get going on this plan? CG: Start trying to eat better.
"Other" types of questions (i.e., not those intended to elicit change talk or commitment language) were, not surprisingly, unrelated to caregivers' change talk or commitment language. These "other" questions were more likely to be followed by counter-change talk (p < .001). "Other" types of reflections were also more likely to lead to counter-change talk (p < .001).
Provider Behaviors Less Likely to Elicit Caregiver Motivational Statements
Counselors' reflections of caregiver's change talk statements were less likely to be followed by caregiver statements expressing commitment language (p < .001). "Other" reflections (not reflecting previous change talk or commitment language) were less likely to elicit change talk (p ¼ .004). Counselors' statements about the structure of the session were unlikely to be followed by caregiver's change talk (p ¼ .017), commitment language (p < .001), or counter-change talk (p ¼ .007). When counselors emphasized caregivers' autonomy (p ¼ .005) or provided affirmations (p ¼ .017), caregivers were less likely to respond with counter-change talk statements. Finally, counselors' provision of information (p ¼ .013) or "other" statements was less likely to lead to caregiver change talk (p ¼ .023).
Discussion
This study demonstrates that specific counselor behaviors can elicit caregiver motivational statements for supporting their adolescents' weight-loss goals and making changes to their own behaviors, in line with previous research with primarily White substance misusers (and generally broader categories of communications). As a goal-oriented style of provider communication, MI involves selective reflection. Reflecting motivational statements-change talk and commitment language, rather than more general reflections-are expected to elicit additional motivational statements. Consistent with this idea, caregiver change talk, presumed to be at the heart of MI as the agent driving behavioral change (Apodaca & Longabaugh, 2009; Miller & Rollnick, 2009; Moyers et al., 2007 Moyers et al., , 2009 , occurred more often following counselors' reflective statements regarding earlier change talk, counselors' questions to elicit change talk or commitment language, and counselor's emphasis on caregivers' autonomy.
Further, caregiver commitment language, a subclass of change talk expressing concrete action plans for behavioral change, was most often elicited by counselors' reflections of commitment language, questions eliciting change talk or commitment language, and emphasizing autonomy. Counselor reflections, which demonstrate empathy for the client because they involve the careful return of the client's own feelings and concerns, have been considered a key therapist communication behavior for MI (Miller & Rollnick, 2013) . The current study demonstrates that when counselors hear caregivers express motivational statements in favor of supporting their adolescents' weight-loss goals (i.e., change talk and commitment language), and reflect those sentiments back to the caregivers, additional motivational statements are likely to follow. It may have been expected that reflecting change talk would lead caregivers to voice their motivations more strongly (i.e., respond with commitment language); however, commitment language was unlikely to follow reflections of change talk. It may be that caregivers felt that the counselors' reflections allowed them to rephrase their thoughts without needing to increase their strength into the commitment language level; future research will be needed to more fully investigate this possibility.
Similarly, providers' use of questions phrased to elicit motivational statements was likely to be followed by change talk and commitment language, whereas other sorts of questions more often led to counter-change talk. This further highlights that the content of provider communication influences caregiver communication behavior. As Miller and Rollnick (2013) suggest, "Perhaps the simplest and most direct way of evoking change talk is to ask for it. Ask open-ended questions for which change talk is the answer." (p. 171). Specifically, asking nonjudgmental but directive questions allowed caregivers to express their own thoughts and plans for change. Miller and Rollnick acknowledge that it is possible that in some instances, the change talk is disingenuous or just being stated because the person thinks it is what the provider wants to hear. However, they suggest that this may be a sign of discord between the patient and provider, and could be remedied by strengthening the patient's engagement so that they are comfortable sharing their motivations, whether for or against change. By coding from the audio, we were able to diminish the limitation of potentially disingenuous change talk.
Previous researchers have sometimes examined open and closed questions separately (e.g., Moyers et al., 2009) , although in the latest edition of the Motivational Interviewing Treatment Integrity (MITI 4.1), Moyers, Manuel, and Ernst (2014) collapsed across open and closed questions because there was no difference in outcomes. Closed questions tend to be questions that could be answered with a simple "yes" or "no," although more elaborate responses may follow. Open questions are those in which the answer is likely more complex, such as "What do you think about these ideas?" Because we had such low frequency of closed questions in this sample of highly trained MI therapists, we also collapsed open and closed questions across content.
Our team recently used sequential analysis to examine provider communication behaviors that predict motivational statements by African American adolescents with obesity (Idalski Carcone et al., 2013) . There were several similarities as well as notable differences between that study with the teens and this study with their parents. For both teens and caregivers, highlighting their sense of autonomy in making decisions predicted change talk and commitment language. Respect for clients' autonomy is a key tenet of MI; however, counselors' communication has not been coded specifically for it before this study, Idalski Carcone et al., 2013 and Moyers et al. (2014) . Emphasizing caregivers' sense of autonomy in their decision making for how they can support their child, either through word choice or counselor tone or emphasis, appears to be an important strategy for increasing motivational statements. Overall, the pattern of relationships among providers' reflections and questions and patients' change talk and commitment language in that study and the current study are similar. Information provision was less likely to lead to change talk in both studies, as well as in a recent study examining therapist behaviors leading to change talk in college students with hazardous alcohol use (Apodaca et al., 2016) . Information and education are at the heart of many weight-loss and health-care interventions. Miller and Rollnick (2013) suggest only offering information when the patient gives permission, offering new information that the patient has not already received from other sources, and giving small "chunks" (p. 7) at a time.
Limitations and Future Directions
The findings of the current study should be considered in light of study limitations. First, the three providers were masters-and doctoral-level psychologists or dieticians highly trained and specializing in MI and weight-related behaviors. Such providers were selected for this project because it was a pilot study intended to lay a training foundation for a larger intervention delivered by community health workers. An additional way to further this research would be by extending the intervention providers to include pediatricians, nurses, or lay counselors, who may be more common providers of weight-loss counseling. We focused exclusively on caregivers' motivational statements about their own behaviors; however, caregivers' report of their child's weight-related motivational statements may be important to consider when examining how change talk and commitment language translate into actual behavior change. Further, the interrater reliability for two codes was lower than for other codes (although still statistically significant), likely owing to lower instances and because when actively engaged in coding, reliability was coded across codes rather than for each individual code.
Future research with a larger sample, random assignment to different types of provider treatment styles, and additional data collected could examine causal changes in caregiver motivational statements linked to behavioral changes over time, as well as individual differences in caregivers or adolescents that may relate to counselor-caregiver interactions. The current study's findings should also be tempered by considering the recruitment strategies used; caregivers who enroll after learning about the study at a health fair may hold different initial levels of motivation for change than those who learn about this study from their child's primary health-care provider or a specialty clinic provider. Future research with larger samples could also integrate the potential effect of moderators-such as recruitment setting, initial level of motivation, stage of change, or perceptions of effects of weight on the child's quality of life-although people can progress (and regress) through different stages of change within a single session, so even an initial assessment may be insufficient to capture the full nuance of an individual's motivational state.
Implications and Conclusions
Caregivers have a vitally important role in their adolescents' weight-loss intervention program success (Kitzmann et al., 2010) . Sustained weight-related behavioral changes require a high level of motivation Ellis et al., 2012; Kitzman-Ulrich et al., 2009 ) to enact and support lifestyle changes. MI communication behaviors were developed with patients in substance abuse treatment. The current study, along with Idalski Carcone (2013), extends these treatment tenets to another behavior and population. For delivering MI-guided weight-loss interventions with African American families, motivational statements of change talk and commitment language can be evoked by questions phrased to elicit motivational statements, reflections of earlier motivational statements, and emphasizing caregivers' autonomy in decision-making and choice. Miller and Rose (2015) suggest that the evocative nature of MI is particularly beneficial for increasing motivation among those feeling somewhat ambivalent about change. This study implies that providers should be trained to use guided reflective statements and directive questions, and to highlight the patient's personal freedom, as a foundation when delivering weight-loss interventions or trying to enhance motivation.
